Sir,
Dacryoadenitis is an acute condition that commonly occurs in isolation and resolves spontaneously. Systemic lupus erythematosus (SLE) is a chronic systemic autoimmune disease that affects the eye and visual system in 50% of individuals. Dacryoadenitis as the primary presentation of SLE is quite unusual.
An 18-year-old adolescent girl of Asian origin presented with two weeks' history of painless right upper lid swelling localized to the lacrimal gland fossa (Figure 1(a) ). The swelling varied in size over two weeks. It was associated with lateral conjunctival and episcleral redness but no visual disturbance. She denied any other systemic manifestation. Her visual acuity was 6/6 in both eyes. Extraocular movements were normal. The swelling was soft, not tender and partially mobile. Clinical examination of the head and neck was unremarkable. Gross examination revealed a salmon patch appearance of the conjunctiva (Figure 1(b) ). Examination of the anterior and posterior segments was normal in both eyes. Laboratory investigations revealed normal blood counts. Erythrocyte sedimentation rate (ESR) was elevated (77 mm/hour). Liver function tests, bone profile, electrolytes profile, C-reactive protein, and initial urine protein/ creatinine ratio were all normal. Complements C3 and C4 were low. Further immune work-up revealed positive results for antinuclear antibodies (ANA), high anti-double-stranded DNA (dsDNA) antibody, positive extractable nuclear antigens (antiribonuclear proteins (RNP)) and anti-Smith antigen, and strongly positive antiribosomal P antibody. Magnetic resonance imaging (MRI) was consistent with characteristics of a soft-tissue mass arising from the right lacrimal gland, extending posteriorly to the extraconal space, molding around the lateral rectus muscle (arrow, Figure 1 (c)). Histopathology (hematoxylin and eosin (H&E) stain) ( Figure 1(d) ) showed conjunctival mucosa with a dense band-like subepithelial inflammatory cell infiltrate (long arrow) and dense inflammatory aggregates in the stroma (short arrows). Higher magnification showed nonnecrotizing granulomas formed of lymphocytes and histiocytes. The granulomas surrounded blood vessels and nerves (asterisks). Such histopathological findings were consistent with the diagnosis of SLE. Computed tomography (CT) of the neck/chest/abdomen revealed generalized lymphadenopathy. She was treated with methylprednisolone and azathioprine with complete resolution of the lacrimal gland swelling.
Ocular manifestations of SLE include keratoconjunctivitis sicca, scleral inflammatory disease, cranial nerve palsies, optic neuropathy, uveitis, orbital inflammation, retinal hemorrhages and vasculitis. Dacryoadenitis has been reported in Wegener's granulomatosis, 1 infectious mononucleosis, 2 mumps, mononucleosis but not in SLE. Lupus erythematosus may masquerade as an idiopathic orbital inflammatory syndrome. 3 Lacrimal gland involvement occurs in about 25% of patients with idiopathic orbital inflammatory disease. The other differential diagnosis of acute dacryoadenitis includes ruptured dermoid cyst and malignant lacrimal gland tumors; both were ruled out by clinical and histopathology findings. Sarcoidosis was excluded by blood tests and CT scans. SLE is characterized by B-lymphocyte hyperactivity, hypergammaglobulinemia, autoantibody formation and immune complex deposition, 4 leading to end organ damage. Our patient had strongly positive laboratory evidence of an autoimmune disorder (positive ANA, high anti-nuclear-DNA antibody and positive extractable nuclear antigens). The diagnosis of SLE was confirmed by histopathology. To our knowledge this is the first case in which acute dacryoadenitis presented as an initial manifestation in a case of SLE and responded to immunosuppressive therapy.
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